Introduction
During their lifetime many people will experience traumatic events, for example, road traffic accidents, assaults or natural disasters. During and immediately after such trauma, they will commonly feel distressed, experiencing (for example) symptoms of insomnia and anxiety. These symptoms usually dissipate with time.
Although this is the usual response, symptoms may sometimes persist, and some individuals go on to develop posttraumatic stress disorder (PTSD) (RCPscyh 2013) . This can be a severe and disabling condition, characterised by flashbacks, nightmares, avoidance, numbing and hypervigilance. PTSD is often comorbid with other mental health disorders, including depression (Rytwinski et al. 2013) and substance misuse (Debdell et al. 2014) .
Effective treatments for PTSD do exist (National Institute for Health and Clinical
Excellence, NICE 2005). However, due to the stigma associated with help seeking and delayed recognition of symptoms, treatment is often delayed for many years,reducing its effectiveness. NICE (2005) guidelines indicate the types of treatment suitable for those with established difficulties due to PTSD. These guidelines remind us that 'a number of sufferers with PTSD may recover with no or limited interventions. However, without effective treatment, many people may develop chronic problems over many years.' Recommended treatments include psychological interventions, whereas there is limited evidence for the use of medication.
PTSD was first included in the third edition of the Diagnostic and Statistical Manual for Mental Disorders (DSM) (APA 1980) . However, it had been known for some time previously that trauma was associated with mental health consequences, and terms like shell shock, nervous shock and combat fatigue were in common usage. The inclusion of PTSD in DSM-III was mainly because the mental health consequences seen in US Vietnam veterans had encouraged a more thorough examination of the disorder. PTSD was defined as a stress disorder consequent on many different types of stressors occurring in both combat and civilian contexts. This traumatic event must be sufficiently severe to make individuals fear for their own -or their loved ones' -lives or safety.
Traumatic events are not randomly distributed among the general population.
Certain groups or individuals are at higher risk of exposure (Breslau et al. 2008) , including military personnel, emergency service workers, refugees and those living in inner city (or deprived) areas. However, not everyone exposed to trauma develops PTSD. A number of risk and protective factors have been reported, such as sex, age, ethnicity and income (Brewin et al. 2000) . In addition, research has shown that subjective appraisal of threat is more important for the development and maintenance of PTSD than objective trauma severity (Elhers and Clarke 2000).
The prevalence of PTSD in the general community has been shown to vary considerably across (and within) nations (Kessler et al. 2005; Darves-Bornoz et al. 2008; Van Ameringen et al. 2008; Frissa et al. 2013; Dorrington et al. 2014 ). Some of this variation is likely to be due to the method of data collection (for example, face-to-face interviews versus self-reported questionnaire measures), the instrument used to measure PTSD (clinician administered tools versus screening questionnaires), and underlying cultural differences.
Epidemiological studies of PTSD typically rely on a subjective assessment by the participant as to whether a particular event was sufficiently severe to justify being a trauma and self-reported assessment of their symptoms -raising the possibility of reporting bias (Roemer et al. 1998 ). In the Adult Psychiatric Morbidity Survey (APMS) 2014, questions have been asked of everyone irrespective of whether or not they report trauma. Delayed presentation is common but there is also some evidence that PTSD may have a delayed onset (Andrews et al. 2007 ).
Definition and assessment

PTSD
According to DSM-IV (APA 1994) the symptoms are grouped into three clusters 1 :
• Re-experiencing (including recurrent distressing images, thoughts, dreams or perceptions of the event)
• Avoidance and numbing (avoiding thoughts, feelings, activities or conversations associated with the trauma; diminished interest or participation in activities, feelings of detachment or estrangement from others)
• Hyperarousal (including difficulty falling or staying asleep, irritability or outbursts of anger, difficulty concentrating, hypervigilance and an exaggerated startle response).
For a diagnosis of PTSD, symptoms must have been evident for more than one month and must cause clinically significant distress or impairment in social, occupational, or other important areas of functioning.
PCL-C
The PTSD Checklist (PCL) is a 17-item self-report measure reflecting DSM-IV symptoms of PTSD (Blanchard et al. 1996) . The PCL has a variety of clinical and research purposes, including:
• Testing individuals for possible PTSD
• Aiding in diagnostic assessment of PTSD
• Monitoring change in PTSD symptoms.
The PCL-C (civilian) asks about symptoms in relation to generic "stressful experiences" and can be used with any population. This version simplifies assessment based on multiple traumas because symptoms are not attributed to a specific event.
The response options are: not at all (scored 1), a little bit (2), moderately (3), quite a bit (4), and extremely (5). A total symptom severity score (range = 17-85) can be obtained by summing the scores from each of the 17 items listed below. There are a number of ways of scoring the PCL. For this report, a positive screen was defined as a score of 50 or more, together with endorsement of the DSM-IV criteria, identified as positive responses to at least one B item (questions 1-5 on re-experiencing symptoms), three C items (questions 6-12 on avoidance and numbing), and two D items (questions 13-17 on hyperarousal symptoms). Where a participant missed two or more items, for example due to responding 'don't know' or refusing to answer, no score was derived. This only applied in 15 cases.
The PCL-C is referred to in this chapter as a screen for reasons of convention although it is not currently recommended as part of an official screening programme in England. A positive screen for PTSD does not mean that someone necessarily has the disorder; instead it indicates that someone has sufficient symptoms to warrant a clinical assessment. 
Exposure to trauma
Irrespective of how participants scored on the PCL-C, all were asked after completing the PCL-C whether a traumatic event or experience had happened to them at any time in their life. To clarify the nature and severity of traumatic stressor that should be included, the following was stated:
'The term traumatic event or experience means something like a major natural disaster, a serious automobile accident, being raped, seeing someone killed or seriously injured, having a loved one die by murder or suicide, or any other experience that either put you or someone close to you at risk of serious harm or death.' Participants were not asked to specify the nature or number of events experienced.
Results
Prevalence of trauma, by age and sex
Lifetime experience of trauma
In 2014, all participants were asked whether they had experienced a traumatic event. About a third (31.4%) reported having experienced at least one major trauma in their lifetime. If all adults in the population had been asked this, it is likely (95% confidence interval) that the proportion to report having experienced a trauma would be between 30.0% and 32.7%. Rates were very similar for men and women (31.5% and 31.2% respectively). However, there was a statistically significant interaction between the effects of sex and current age on reporting of traumatic experience. While reporting of lifetime experience of trauma did not vary with age among women, reporting of lifetime traumatic experience among men peaked in midlife (45 to 54 year olds) and was lowest among 16 to 24 year olds. Rates of PTSD were considerably lower than the experience of traumatic events.
Overall, 4.4% of adults screened positive for PTSD in the last month (95% confidence interval: 3.8% to 5.0%).
Screening positive for PTSD did not vary by sex, but did vary with age, with younger people more likely to do so than older people (8.0% of 16 to 24 year olds screened positive for PTSD in the last month compared with 0.6% of those aged 75 and over). However, the pattern of association by age was different for men and women. Among women, the likelihood of screening positive for PTSD was particularly high among 16-24 year olds (12.6%), and then declined sharply with age (to 0.8% of women aged 75 and over). In men, the rate remained quite stable between the ages of 16 and 64 (between 3.6% and 5.0%), only declining in later life (to 1.1% of those aged 65-74 and 0.4% of those aged 75 and over). 
Base: all adults
Experience of PTSD symptoms, by age and sex
All adults were asked whether they had experienced a number of symptoms relating to PTSD in the last month. The most common symptom was re-experiencing, mentioned by around one in five adults (22.9%). A similar proportion (19.1%) had experienced arousal, while fewer mentioned avoidance (11.3%).
Women were more likely than men to report the re-experiencing symptom in the last month (25.5% of women, compared with 20.2% of men). There was no difference by sex in the presence of the arousal and avoidance symptoms.
The prevalence of individual PTSD symptoms varied significantly by age. For all symptoms, prevalence was highest in younger people and decreased with age.
For example, the re-experiencing symptom was present in 33.3% of 16 to 24 year olds, and decreased with age to 19.2% of those aged 75 and over. Similarly, economically inactive people were more likely to screen positive for PTSD (10.5%) than their employed counterparts (2.7%). Table 4 .4
Benefit status
Benefit status was looked at in relation to three groupings: being in receipt of any out-of-work benefit (including Jobseeker's Allowance and Employment and Support Allowance (ESA)), receiving an out-of-work benefit specifically related to disability (almost always ESA), and living in a household that received housing benefit support with rent. These categories are further described in the Glossary.
Screening positive for PTSD was higher in those who received benefits than in those who did not. The strength of association was greatest among those receiving ESA (the out-of-work benefit related to disability). One in three people in this group one in twenty (3.6% of men and 4.9% of women) not receiving an out-of-work disability benefit. Note that some of these bases sizes were small, so the findings should be treated with caution. 
Self diagnosis and professional diagnosis
Participants were asked whether they thought they had ever had PTSD and, if so, whether this had been diagnosed by a professional and if they felt that the disorder had been present in the last 12 months.
Overall, 3.3% of adults believed that they have had PTSD at some point and 1.9% had also had this diagnosed by a professional. Of those who screened positive for PTSD on the PCL-C, about one in six (17.4%) believed that they had had PTSD, and one in eight (12.8%) had been diagnosed with PTSD by a professional. 8.2% of adults who screened positive for PTSD had a diagnosis and experienced symptoms of PTSD within the last 12 months. Table 4 One in four of those who screened positive for PTSD (24.0%) were currently having psychological therapy such as counselling. The most common types were cognitive behavioural therapy (8.6%), counselling (8.6%) and psychotherapy or psychoanalysis (7.6%). Smaller proportions were receiving other types of therapy. 
Base: all adults
Participants were also asked if, in the past 12 months, they had asked for any kind of mental health treatment but had not received it. Those who screened positive for PTSD were about 16 times more likely than those who screened negative to have requested treatment unsuccessfully (16.1% compared with 1.0%). 
Service use
People screening positive for PTSD were about six times more likely than those who screened negative to have used a healthcare service in the last year for a mental or emotional problem (60.5% compared with 10.4%). The most common was primary care. However, four in ten adults who screened positive for PTSD had not spoken with a GP about a mental or emotional problem in the last year (39.8%). Table 4 
Base: all adults
People who screened positive for PTSD were almost five times more likely than those who screened negative to have used a community or day care service in the last year (30.0% compared with 6.4%). The most commonly used services were a psychiatrist (10.5%), community day care centre (9.7%) and a community psychiatric nurse (7.8%). 
Discussion
Epidemiological studies on PTSD in the general population are relatively rare, as most studies have focussed on groups at high risk of exposure to trauma, notably military personnel (Fear et al. 2010) , other occupational groups (Bennett et al. 2004; Carlier et al. 1997; Meyer et al. 2012) or populations exposed to natural disasters (Galea et al. 2007 ) and war (Weine et al. 1995) . This chapter presents the prevalence of lifetime trauma and screening positive for PTSD based on a general population sample of adults living in England, both overall and broken down by age, sex, ethnicity, household structure, employment status and region. This is the first time the PCL-C has been used in this population, and the use of this measure allows direct comparisons with other population groups.
Around a third of all adults experienced a major trauma in their lifetime. Overall, there was no difference between men and women, though in the youngest age group a lifetime trauma was reported more frequently by women than by men.
The rates reported here are much lower than those from a community sample of individuals living in South East London, which used a similar but not directly comparable measure (72.1%) (Frissa et al. 2016) . However, less than half of those who reported a trauma in that study felt that the trauma had placed themselves or others at risk of severe harm, while this was specified in the APMS question. Examination of the data by household type showed that the highest rates of trauma and PTSD occurred in adults living in households containing only one adult (aged less than 60) and no children. The social circumstances of individuals exposed to trauma may act as a protective factor. Social support has been associated with lower PTSD risk in the general population (Brewin et al. 2000) , military (Iversen et al. 2008 ) and other occupational settings (Carlier et al. 1997) . It is likely to help individuals cope with potentially traumatic experiences because close-knit social environments promote support, advice and feedback (Cohen and Willis 1985) .
Employment status was associated with both exposure to trauma and PTSD.
Economically inactive participants reported higher rates of trauma exposure and PTSD than those in employment. Unemployment is known to be associated with a range of mental health problems but due to the cross-sectional nature of these data it is not possible to determine causality. about half were receiving some form of counselling or therapy either on its own (the NICE recommended treatment for PTSD) or in combination with medication.
The rest were generally receiving antidepressants and/or anxiolytics (medication to treat anxiety).
We did not collect or link to other sources of information on service utilisation, so we are therefore unable to ascertain the validity of the self-report methodology used. However, other work has shown this to be a relatively accurate method of obtaining service use data (Beebe et al. 2006 ).
There was a lack of recognition of symptoms among those screening positive for PTSD, with 3.3% reporting that they thought they have had PTSD at some point in their life and 4.4% screening positive for PTSD in the past month. This may be due to an individual's poor recognition of the disorder, the stigma associated with seeking help or lack of awareness of treatment need. However, nearly two-thirds of those who screened positive had contacted some form of health service during the last year -with the vast majority speaking to their GP. Of concern is that 16.1% of those screening positive for PTSD had requested a particular type of mental health treatment which had not been provided.
Some of the comparisons reported in this chapter are based on small numbers and thus should be interpreted with caution. In addition, due to the cross-sectional nature of these data, the direction of cause and effect is unclear.
Although a third of adults living in England reported experiencing at least one lifetime trauma, only 4.4% screened positive for PTSD. The link between exposure to trauma and the development of symptoms of PTSD is not fully understood, and so the factors associated with resilience in the general population require investigation. Table 4 .1 Domain, screen positive for PTSD in last month and whether experienced trauma, by age and sex 
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